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Objective: To identify and synthesise what is known about the impacts of regeneration on
health, health inequalities and their socio-economic determinants.
Study design: Rapid, structured literature review.
Methods: A rapid, structured approach was undertaken to identifying relevant studies
involving a search of peer-reviewed literature databases, an Internet search to identify
relevant grey literature, and a review of articles citing two key systematic reviews. The
identified citations were screened, critically appraised according to the research design and
narratively synthesised.
Results: Of the 1382 identified citations, 46 were screened as relevant to the review and
included in the synthesis. Fifteen citations were reviews but most of the evidence identi-
fied or included within the reviews was of medium or low quality due to a lack of longi-
tudinal follow-up, low response rates or attrition. The evidence base on the impacts of
regeneration is generally not of high quality and is prone to bias. However, it is theorised as
being an important means of addressing the socio-economic determinants of health.
Housing refurbishment (generally, and for specific improvements) seems likely to lead to
small improvements in health, whereas rehousing and mixed-tenure approaches have less
clear impacts on health and carry risks of disruption to social networks and higher rents.
Changes in the social composition of communities (gentrification) is a common outcome of
regeneration and some ‘partnership’ approaches to regeneration have been shown to have
caused difficulties within communities.
Conclusions: The evidence base for regeneration activities is limited but they have sub-
stantial potential to contribute to improving population health. Better quality evidence is
available for there being positive health impacts from housing-led regeneration pro-
grammes involving refurbishment and specific housing improvements. There is also some
evidence of the potential harms of regeneration activities, including social stratification
(gentrification and residualisation) and the destabilisation of existing communityMcCartney).
y Elsevier Ltd on behalf of The Royal Society for Public Health. This is an open access article
tivecommons.org/licenses/by-nc-nd/4.0/).
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Regeneration is a contested term which means different
things to different people.1,2 The term came to be used in the
1970s as a synonym for previously-used urban policy terms
such as ‘urban renewal’ and ‘redevelopment’, and in the 1980s
became the predominant term to describe a wide range of
place-based interventions seeking to address the impacts of
economic, social and physical ‘degeneration’. Examples from
the UK include the Glasgow Eastern Area Renewal Project
(1976e1986), the Urban Development Corporations in England
in the 1980s, the New Life for Urban Scotland Programme of
the late 1980s and 1990s, the Single Regeneration Budget
schemes of the 1990s and 2000s in England, the Social Inclu-
sion Partnerships in Scotland which were later incorporated
in Community Planning Partnerships and the ‘new’ Urbanpanies across Britain after 1999.3
The lexicon of regeneration emerged alongside the shift
towards more market-orientated economic policies in the UK
and across Europe, such that it has most often been used to
describe urban policy in the period after 1979. A definition of
regeneration which has been used by the UK Government is,
‘…a holistic process of reversing economic, social and phys-
ical decay in areas where it has reached a stage when market
forces alone will not suffice’.4 In many areas it, therefore, has
involved policies aiming to: increase the quantity and quality
of employment; improve the availability and quality of hous-
ing; improve the physical environment; provide a range of
services for communities; and, more intangibly, to achieve
‘social regeneration’ including building social support, social
networks and social institutions.
Given what is known about the social determination of
health, and the importance of the differential experience and
embodiment of the socio-economic environment in causing
health inequalities,5 the activities conducted under the
heading of ‘regeneration’ are in principle potentially quite
important means of improving health and reducing health
inequalities.6 In particular, gaining good employment is
known to be particularly beneficial for health.7
However, it is unclear how successful regeneration activ-
ities have been across a range of outcomes8,9 including
health.10 Furthermore, historical regeneration and urban pol-
icy decisions have been described as important but negative
contributory factors in the high mortality rates in Scotland.11
One such problem is of residualisation, where socio-
economic diversity within areas is reduced through housing
and welfare policies and the application of market forces. The
resultant social polarisation of urban areas creates placeswith
concentrated social and economic problems which then
become targets for ‘regeneration’ activities which often
means demolition and rehousing, including population
dispersal. This creates a pattern of movement of people
excluded from society from place to place as social problems
become sequentially concentrated and then displaced
without dealing with the underlying causes of unemploy-
ment, poverty or poor housing.12,13
A substantial research effort is currently underway inter-
nationally, and specifically within Scotland, to better under-
stand whether, and under what circumstances, regeneration
activities impact on health.14e19
In particular, there is interest in evaluating the health and
social impacts of the Clyde Gateway Urban Regeneration
Company which is focused on regenerating an area on the
boundary between the city of Glasgow and South Lanarkshire
(http://www.clydegateway.com/). This particular initiative
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alleled social, economic and physical change across our
communities’. It seeks to achieve this through: work to
improve the physical infrastructure and environment tomake
the area more attractive to live and work in; encouraging
employers into the area and maximising the growth of exist-
ing businesses to generate employment for local people; and
an increase in community participation in activities which
contribute to both health and skills development.
This review aims to identify and synthesise the literature on
the known impacts of regeneration on health and health in-
equalities and the formsandapproaches to regenerationwhich
are likely to bemost beneficial. This work has been undertaken
to inform an evaluability assessment considering the impacts
of the Clyde Gateway Urban Regeneration Company.Methods
Search strategy
The overall approach to identifying relevant literature was
pragmatic given that there were existing high-quality sys-
tematic reviews previously published in this area and limited
time available. Therewere three strands to the search: review-
level evidence was sought from research databases; articles
citing key systematic reviews were screened; and a grey
literature search using Google Scholar was undertaken.
The Ovid MEDLINE(R) and Embase databases were
searched from 1946 to 1974, respectively, until July 22nd 2016.
The search focussed on articles which included ‘regeneration’
and either ‘urban’, ‘social’ or ‘economic’ as keywords (Table 1)
(the combination of ‘regeneration’ with other terms was
necessary to sift out studies pertaining to biological regener-
ation processes). Two key systematic reviews were identified
early in the review (on the health impacts of housing and
regeneration10,20) and all of the citing articles (both peer-
reviewed and grey literature) were identified for screening
via Google Scholar. The grey literature was searched using the
terms ‘regeneration’ and ‘health’ in Google with the first 100
citations screened for relevance.
Selection criteria
Within the scope of the review were evaluations of any in-
terventions badged as regeneration which were written in
English and which included a description of at least oneTable 1 e Database search strategy.
Search
number
Search term Field searched Number of
citations
1 ‘Regeneration’ Keyword 285,712
2 Limit 1 to
review articles
185,152
3 ‘Urban’ Keyword 306,847
4 ‘Social’ Keyword 1,352,564
5 ‘Economic’ Keyword 458,027
6 3 OR 4 OR 5 1,939,327
7 6 AND 2 1382impact or outcome (relating to health or any socio-economic
determinant of health), in high-income countries. Also
included were qualitative studies which aimed to explain the
processes of regeneration initiatives. Studies undertaken in
nonehigh-income countries, baseline studies (i.e. examining
the population before an intervention or simply describing an
evaluation plan or protocol), studies which included only a
single cross-section of the population (i.e. not examining any
change over time) and discursive or commentary articles were
out of scope for the review. A small number of relevant eth-
nographies examining the processes of regeneration pro-
grammes were also identified, summarised and included in
the synthesis. The processes of screening, selection, quality
appraisal and synthesis were undertaken by a single author.
Quality appraisal
Review papers were considered to be high quality if they ach-
ieved all of the following: clear research question; explicit
search strategy; broad search strategy including several data-
bases and grey literature; explicit inclusion/exclusion criteria;
critical appraisal of included studies; attempt to synthesise
findings giving greater weight to the highest quality studies;
and unlikely to have been biased by conflicts of interest. If a
study achieved five or six of these criteria it was considered
medium quality and low quality if it achieved less than five.
Other quantitative studies were assessed as high quality if
they achieved all of the following: clear research question; low
risk of bias arising from recruitment (i.e. response rate 70%
and no groups systematically excluded) or attrition (80% of
initial group followed-up); major confounders accounted for
in the analysis (age, sex and socio-economic status as a
minimum); longitudinal design following-up the initial
exposed population; and results expressed as the difference in
outcome over and above the change seen in a comparison
group. They were considered medium quality if they had a
longitudinal design with a comparison group but did not meet
the other criteria above or met the other criteria but had a
repeat cross-sectional design. All other quantitative studies
were designated low quality.
Qualitative studieswere considered high quality if all of the
following were adhered to: the research question is clear and
suited to a qualitative approach; the data were recorded or
transcribed where appropriate; sampling and analysis were
appropriate to the methods; and the conclusions were justi-
fied by the data. If one or two of these criteria were not ach-
ieved, the paper was designated as medium or low quality,
respectively. The grey literature was critically appraised ac-
cording to the typology detailed above.
Synthesis
The identified papers meeting the inclusion criteria were
tabulated and grouped by intervention and the research
question, design, quality and results summarised for each.
The themes emerging from across the studies of the same
intervention and across interventions were identified. A
narrative was constructed to describe the learning from
across the studies focussing on the consistent results from the
highest quality studies and reviews (noting the quality of the
p u b l i c h e a l t h 1 4 8 ( 2 0 1 7 ) 6 9e8 772underlying studies on which the reviews were drawn). Where
there was more uncertainty (e.g. because of a smaller number
of studies, lower quality methods or contradictory findings),
this was explained in the narrative. A check was made to
ensure that duplicate reporting of original studies between
reviews or between reviews and single studies did not lead to
spurious conclusions in the narrative synthesis.Results
The database search identified 1382 potentially relevant cita-
tionswhose titleswere screened for relevance. After exclusion
of irrelevant citations and de-duplication, 81 citations
remained and their abstracts screened. There were 255 arti-
cles identified by Google Scholar (which includes grey litera-
ture) as citing the identified key systematic reviews, and these
articles were screened for relevance. Three other relevant
papers were identified by colleagues and also screened (Fig. 1).
Relevant studies
Table 2 details that 15 relevant review papers were identi-
fied, seven of which were high quality (although the evi-
dence which they synthesise was mostly lower quality). The
high-quality reviews considered the health and socio-
economic impacts of: multisite UK regeneration initiativesFig. 1 e Study selec(1980e2004), housing interventions, mixed-tenure commu-
nities; the pathways linking housing and health; and envi-
ronmental interventions to reduce the fear of crime. There
was also a high-quality review on the economic impacts of
housing interventions. Lower quality reviews considered:
the impact of household energy efficiency measures on
health; the impacts of rural development; the relative im-
pacts of housing refurbishment or demolition; regeneration
programmes (generally, recently in the UK, and in Glasgow
over the last 15 years); the mechanisms linking housing and
health; and the health impacts of residential energy effi-
ciency interventions.
Table 3 details the 31 non-review papers that were identi-
fied as being relevant when grouped by intervention. Four
papers considered the impact of the New Deal for Commu-
nities initiative (and were all of medium quality), five
considered the recent housing-led programmes in Glasgow
(the GoWell studies, all medium quality); two looked at the
Neighbourhood Law programme in Catalonia (one high and
one medium quality); three at the Dutch District Approach
(DDA; low quality); two at the Neighbourhood Renewal Strat-
egy in Victoria, Australia (low quality); and two at a rehousing
programme in Scotland (the Scottish Housing and Regenera-
tion Programme study, medium quality). The remaining 13
papers considered separate regeneration initiatives. There
were no high-quality quantitative studies considering the
impacts of regeneration programmes (generally because oftion flowchart.
Table 2 e Summary of review papers.
Reference Scope of review Review type Study quality Findings
Thomson 200610 Health and socio-economic
impacts of UK regeneration
programmes (1980e2004), but
excluding evaluations of a single
area.
Systematic review
and narrative
synthesis.
High-quality review, but included studies
were almost all low quality with only one
longitudinal study of residents.
 The reported impacts on health were mixed with some
declines in self-rated heath but some improvements in
mortality.
 Most socio-economic impacts assessed improved in line
with national trends.
 Greatly increased rents were reported in one study.
Thomson 2009 and
updated in 201320,,21
Housing improvements, health
and socio-economic outcomes.
Systematic review
and narrative
synthesis.
High-quality review including five
randomised controlled trials and 28 non-
experimental studies.
 Housing improvements leading to increased thermal
comfort are positive for health and this is best demon-
strated for those with the coldest housing and with res-
piratory disease.
 Housing improvements without targeting have had less
clearly demonstrated health benefits, but the available
evaluations may not have detected real improvements.
 Housing improvements are also linked to improved social
relations and reduced school and work absence.
 There were few reports of adverse consequences of
housing improvements.
Gibson 201123 Review of systematic reviews
theorising the links between
housing and health.
Systematic review of
reviews.
High quality.  The results of the Thomson reviews20,21 are reiterated.
 In addition, the absence of evidence on the impact of
changes in housing tenure is highlighted.
 The findings of the Moving to Opportunity studies in the
USA show that moving people from deprived areas can
improve a variety of health and social outcomes.
Sautkina 201248 Review of the impacts of mixed-
tenure housing.
Systematic review. High quality.  Most of the available evidence is derived from low-quality
cross-sectional studies.
 Some positive impacts of mixed tenure were suggested.
Kinship relations may have been retained as people
change tenure type. The local provision of shared schools
and public venues, and shared courtyards across tenures,
was important in achieving social benefits.
 The evidence in the domains of environmental, safety and
economic domains was very mixed.
 There is an absence of evidence on health and education
impacts, and on other aspects of social capital.
Lorenc 201324 Review of the impact of
environmental interventions to
reduce the fear of crime.
Systematic review. High quality but included studies
were low quality.
 The quality of the available evidence was low.
 It is suggested that home security improvements and
general environmental improvements are effective in
reducing the fear of crime.
 There was no evidence that lighting improvements,
closed-circuit television, multicomponent environmental
crime prevention programmes or regeneration
programmes reduced the fear of crime.
(continued on next page)
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Table 2 e (continued )
Reference Scope of review Review type Study quality Findings
Fenwick 201322 Review of the relative economic
costs and benefits of housing
improvements.
Systematic review. High quality.  Most studies did not report the economic impacts robustly
or comprehensively.
 Three studies reporting a ‘balance-sheet’ of costs and
benefits reported positive economic benefits following the
intervention.
 One cost-effectiveness study reported that the
intervention was not cost-effective based on the impact
on short-run changes in self-rated health.
Bond 201149 Systematic review of reviews
looking at the impacts of mixed-
tenure housing.
Systematic review of
reviews.
High-quality review of reviews, but all
included reviews were low quality.
 The available reviews are of insufficient quality to draw
conclusions about the impacts of pursuing mixed-tenure
approaches to housing policy.
Jacobs 201050 Review of the impact of specific
housing interventions on health.
Systematic review. Low (inclusion/exclusion criteria unclear,
critical appraisal unclear, synthesis does
not clearly give weight to the highest
quality studies, competing interests not
stated).
 11 interventions were found to have sufficient evidence
for implementation (multifaceted intervention to reduce
asthma trigger exposure; cockroach control; elimination
of damp and removal of mould; radon air mitigation; in-
tegrated pest management; smoke-free policies; lead
hazard control; installed smoke alarms; pool fencing; safe
temperature water heaters; rental vouchers [Housing
Choice Voucher Program]).
 Awide range of other interventions requiremore research
(e.g. moving people from high to low poverty areas) or
have been found to be ineffective.
Maidment 201454 Review of the impacts of
household energy efficiency
measures on health.
Systematic review
and meta-analysis.
Low (no critical appraisal, no attempt to
give greater weight to highest quality
studies).
 On average, a small positive effect on health was seen
across studies and this was greatest for those on low
incomes.
 Larger positive impacts were seen in more recent studies
and were objective (rather than self-rated) health
measures.
Crawford 201455 Review of the relative impacts of
demolition or refurbishment of
social housing.
Narrative review. Low quality as methods including search
strategy, critical appraisal and synthesis
approach were not sufficiently described.
 Refurbishment of housing can achieve energy efficiency
outcomes although there are frequent gaps between the
expected and achieved outcomes as people often prefer
thermal comfort to reduced energy bills.
 Refurbishment of housing carries fewer risks to health
resulting from disruption of social networks and
increased rents, but similar likely benefits to rehousing.
Curtis 200259 Health and health inequality
impacts of regeneration and
neighbourhood renewal projects.
Narrative review. Low quality as methods not clearly
specified. However, a wider range of
relevant studies were identified and
synthesised as the review focused on
identifying causal pathways, contextual
dependencies, socio-economic conditions
and the relative importance of different
factors.
 The creation of high-quality work is positive for health,
but ‘active labour market policies’ have mixed impacts;
the creation of low-paid work is common, and work often
goes to non-residents.
 Housing refurbishment and new housing have mixed
impactsdthe particular risk of gentrification and
displacement of social problems is highlighted.
 Transport investment can havemixed impacts depending
on the mode of travel impacted and the populations
affected.
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Tyler 201051 Literature review of UK
regeneration evaluations (2001
e2009), synthesis and creation of
theoretical framework to help
measure the ‘benefits’ of
regeneration.
Narrative review Low quality as methods not reported and
identified literature only partially
described. Review is also framed only in
terms of ‘benefits’ which may have
excluded reporting of adverse impacts.
However, a large sweep of government-
funded evaluations and peer-reviewed
literature on the socio-economic impacts
of regeneration was included.
 There was generally limited reporting of the included
evaluations with no comprehensive description of the
available literature, critical appraisal or results. The syn-
thesis provided focuses on the development of theories
linking regeneration activities to relevant outcomes.
 Interventions across all domains were described as being
generally poorly evaluated with high risk of confounding.
 Interventions to increase employment were largely
supply-side orientated and were generally poorly
evaluated.
 Business support and physical regeneration (e.g. recla-
mation of land, physical environment changes and road
building) activities were common but the impacts were
rarely evaluated well, although some evaluations of im-
provements to the physical infrastructure around canals
and rivers were particularly positive.
 Housing improvements, particularly those addressing
energy efficiency and heating, were generally found to
have been successful at achieving their narrow aims.
 More specific evidence was identified for particular public
service interventions across health (e.g. smoking cessa-
tion), crime (e.g. closed-circuit television), education (e.g.
classroom assistants) and street cleanliness. However,
this evidence is likely to represent only a partial picture of
the literature in these areas.
Egan 201332 Synthesis of findings from the
‘GoWell’ study of housing-led
regeneration in Glasgow (2006
e2013).
Narrative review. Low quality as methods, response rates,
etc. were not reported here.
 Overall self-reported health declined in intervention areas
in contrast to secular trends for Greater Glasgow and
Clyde, with a very small increase in well-being in some
areas.
 There was an increase in GP consultations in some areas.
 Diet and physical activity was reported as having
improved in some areas, but alcohol use increased.
Wiltshire 201064 Review of the links between
housing and health.
Narrative review. Low quality as the methods are not
reported.
 The review focuses on the theoretical pathways linking
housing and health and does not describe the impact of
housing or regeneration initiatives.
Willand 201565 Review of the health impacts of
residential energy efficiency
interventions.
Realist review. Not easily critically appraised using
review criteria. Aimed to elucidate
theoretical pathways. Critical appraisal
process not stated.
 Three pathways were proposed that would improve
health: increased warmth and reduced damp improving
respiratory and cardiovascular problems; reduced energy
consumption leading to reduced costs and associated
stress and anxiety; and greater satisfaction with the home
leading to improved social functioning.
 One pathway was proposed that would worsen health:
draft proofingmight increase humidity and lead to greater
respiratory symptoms.
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p u b l i c h e a l t h 1 4 8 ( 2 0 1 7 ) 6 9e8 776the risk of bias due to low response rates or attrition in follow-
up, or because of a lack of longitudinal data or comparison
data) with the only high-quality studies being qualitative. The
exception was a cross-over randomised trial of housing im-
provements in households with children who have asthma
which was high quality but of narrow scope.
Narrative synthesis
The evidence that regeneration programmes improve health
or socio-economic outcomes is mixed, reflecting the diversity
of interventions and outcomes considered. The high-quality
reviews of regeneration and housing interventions10,20e23
were limited in the extent to which they were able to draw
generalised learning from the literature because of the low
quality of the available studies and the diversity in in-
terventions and outcomes studies that they encountered. The
most robust evidence was for housing refurbishments which
improved thermal comfort, and the potential for housing in-
terventions to improve social relations and reduce absences
from school or work were also evidenced.21
In relation to reducing the fear of crime, improving home
security and the general environment were supported, whilst
closed-circuit television and more general environmental
crimepreventionor regeneration programmeswerenot (Table
2).24 Therewas a lack of studies examining initiatives designed
to increase employment or enhance community capacity.
Specific regeneration programmes
The New Deal for Communities was a nationally funded (but
locally designed) regeneration programmewhich commenced
in England in 1999 and continued until the late 2000s. Four
studies evaluated its impact and found that self-rated health
did not improve differentially to comparison areas. However,
some positive results were identified in relation to mental
health inequalities, smoking and employment but the studies
were limited by low response rates to the surveys.25e28
The Glasgow housingeled regeneration programme
(involving a mixture of demolition and rehousing [involving
>60% of the study population] and housing refurbishment
following the transfer of all council housing within the city to
a large housing association) involved the investment of £1.3
billion between 2003 and 2016. However, the evidence for
positive impacts on health has been limited to small im-
provements in self-reported mental health (skewed towards
areas of more substantial investment). The impacts on self-
reported physical health and the social impacts for those
being rehoused have been mixed.29e32,33,34
The ‘Neighbourhood Law’ in Catalonia was a regeneration
programme focussed on the improvement of public spaces.
There was some limited evidence that the investment was
well received by residents and that some aspects of self-rated
health improved (although this was uncertain).35,36
Five billion Euros were spent through the DDA on locally
prioritised interventions in deprived areas of the Netherlands
(usually on primary schools, housing stock, improving green
space and social safety). Unfortunately, the quality of the
evaluations of DDAwas low, and hence it is difficult to be clear
that the findings were not biased. The evidence did suggest
Table 3 e Summary of non-review papers assessing the impacts of regeneration or ‘area-based initiatives’.
Reference Scope of paper Study type Study quality Findings
New Deal for Communities (NDC)
NDC was a nationally funded regeneration programme (1999e2011) with a total budget of £50 million across 39 deprived areas in England on locally specified initiatives.
Walthery 201525 Impact of NDC (2002e2008)
compared with non-intervention
areas adjusting for baseline socio-
economic differences on self-rated
health.
Panel survey. Medium (attrition rate not
specified, otherwise high).
 No change in self-rated health compared with
non-intervention areas except the gap in the
measures of mental health did not widen as
much in the intervention areas.
Cotterill 200828 Impact of NDC initiatives in the
West Midlands on mortality and
hospitalisations 1995e2003.
Ecological study. Medium (data were repeat
cross-sectional rather than
longitudinal).
 No consistent differences were identified be-
tween NDC and comparison areas; but short
follow-up time (<4 years).
Stafford 201427 Impact of the NDC on self-rated
health and health behaviours (2002
e2008).
Repeat cross-sectional
study.
Medium/low (response rates
now reported, cross-sectional
rather than longitudinal data
[although the results were
unchanged when the data were
restricted to those resident
throughout]).
 There was faster improvement in smoking and
employment in the NDC areas than the
comparisons.
 However, the comparison areas were substan-
tially different to the intervention areas at
baseline and therewas a substantial drop in the
population in rented accommodation in the
intervention areas which suggests substantial
gentrification.
Stafford 200826 Impact of NDC on self-rated health,
unemployment, education, crime
and perceptions of the physical
environment after 2 years.
Longitudinal study. Medium (original response
rates not reported, but attrition
low).
 The results were only presented for people who
did not move in or out of the areas.
 Similar, small improvements were seen in the
intervention and comparison areas across
indicators.
 There was evidence of increasing socio-
economic inequalities within intervention
areas, and women and older people benefited
least.
Glasgow housing-led regeneration programme
Following transfer of council housing in Glasgow in 2003 to a large housing association, this programme involved substantial demolition of housing, rehousing of residents, new-building and
refurbishment of existing stock (amounting to £1.3 billion of spending by 2016).
Curl 2015a34 Impact on self-reported health of
specific housing refurbishments.
Longitudinal survey
(constructed from linkage
between two cross-
sectional surveys).
Medium (response rate 45e50%,
attrition rates not stated).
 Self-reported physical health declined, and
mental health improved in the intervention
and control groups over time.
 Fabric works were associated with improve-
ment, and installation of central heating with a
decline, in self-reported physical health.
 All forms of refurbishment were associated
with improvements in mental health.
Curl 2015b33 Impact on specific self-reported ill-
health conditions of specific
housing refurbishments.
Longitudinal survey
(constructed from linkage
between two cross-
sectional surveys).
Medium (response rate 45e50%,
attrition rates not stated). The
analysis also used multiple
hypothesis testing which
increased the likelihood of
 The mean number of self-reported ill-health
conditions increased from 0.42 to 0.67 per
respondent over the 2e5 year follow-up period.
 There was some evidence that recovery from
self-reported circulatory disease was
(continued on next page)
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Table 3 e (continued )
Reference Scope of paper Study type Study quality Findings
finding associations by chance
(Type I error).
associated with installation of central heating,
and recovery from self-reported mental health
conditions was associated with improvements
to the building fabric.
 No relationship was identified between hous-
ing improvements and the prevention of ill
health.
Egan 201330 Impact on self-reported health of
rehousing (associated with
demolition) and housing
refurbishment between 2006 and
2008.
Longitudinal survey
(constructed from linkage
between 2 cross-sectional
surveys).
Medium (response rate 48
e50%).
 There was a small improvement in mental
health in those rehoused or in refurbished
housing compared with controls over 2 years.
 Physical health, pain, general health, vitality,
emotional health and social functioning did not
diverge between groups.
Egan 201631 Impact of housing investment on
self-reported health.
Longitudinal study. Medium (low response rates,
attrition rates not stated).
 Areas with greatest housing investment
(>£10,000 per household over 5 years) had the
populationwith the greatest increase inmental
health and a lesser decline in self-rated
physical health.
 There was no difference in the trends in self-
reported health outcomes between the
populations in the medium-and low-
investment areas.
Egan 201529 Impact of housing refurbishment;
and housing demolition and
relocation on the experience of
residents in Glasgow.
Longitudinal qualitative
study.
Medium (sampling was
problematic with almost half
lost to follow-up and very
unrepresentative of the
exposed population [almost all
female, high proportion of
people not born in Scotland,
very high unemployment]).
 Most of those followed-up were moved to a
new area following housing demolition (>60%
of housing was demolished in the study areas).
 Residents reported improvements in the
physical condition of their housing and bene-
fits relating to this whilst others reported
negative impacts from disrupted social net-
works relating to the change in area of
residency.
Neighbourhood Law (Catalonia)
This was a 4-year intervention involving investment of 11e18 million Euros in each neighbourhood (population 10e40,000) with most money spent on improvements in public spaces and to build
community centres.
Mehdipanah 201335 Perceived impacts on groups of
residents.
Focus groups. High.  Focus group participants positively evaluated
the regeneration of their areadparticularly the
increased walkability, the construction of new
public spaces and more community
programmes.
Mehdipanah, 201336 Impact on self-rated health. Repeat cross-sectional
study.
Medium (repeat cross-sectional
data).
 Self-rated health (but not mental health)
improved more in the intervention than com-
parison areas although the estimates were
imprecise and the baseline data was unstable.
 The improvements were greater amongst those
in manual occupations.
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Dutch District Approach (DDA)
Investment of 5 billion Euros between 2007 and 2012 in the 40 most deprived areas in the Netherlands with locally prioritised interventions (focussed mostly on primary schools, housing stock, green
space and social safety with lesser investments in employment, income, educational attainment and the social environment).
Jongeneel-Grimen 201437 Variation in changes in self-rated
health across intervention areas
depending on the focus of their
approach.
Repeat cross-sectional
study.
Low (response rates c.60%,
cross-sectional rather than
longitudinal data).
 Areas which focused activities on the physical
environment were the only places in which
self-rated health did not decline after 2008 and
the economic downturn.
Kramer 201438 Impact on physical activity trends
2004e2011.
Repeat cross-sectional
study.
Low (response rates c.60%,
cross-sectional rather than
longitudinal data).
 Walking increased in the intervention areas,
but no more than in the comparison areas.
 The comparison areas were substantially less
deprived than the intervention areas.
Jongeneel-Grimen 201639 Impact on mental health trends
2004e2011.
Repeat cross-sectional
study.
Low (response rates c.60%,
cross-sectional rather than
longitudinal data).
 Overall, the mental health trends were gener-
ally similar in the intervention and control
areas and were somewhat unstable.
 The mental health trend for women in inter-
vention areas was better than in the control
areas, but the difference was small.
 The mental health trend in the areas with the
most intensive programmes was better than in
control areas but the difference was small.
Neighbourhood Renewal strategy (Victoria, Australia)
Creation of an area action plan through a partnership process with three staff employed in each intervention area.
Kelaher 201040 Impact on self-rated health. Repeat cross-sectional
study.
Low (response rates not
reported, cross-sectional,
convenience sampling).
 There was no change in self-rated health in the
intervention or comparison areas.
 Improvements were reported for the small sub-
group who had been involved in the
partnership activities.
Sheild 201141 Impact on social inclusion. Repeat cross-sectional
study.
Low (response rates not
reported, cross-sectional,
convenience sampling).
 The intervention was not described clearly and
seems to have been different in the two inter-
vention areas.
 Respondents reported increased service
accessibility in one of the two areas.
 Trust in the local council decreased in inter-
vention and comparison areas despite in-
creases in trust reported in other layers of
government.
 There was mixed evidence on the impact on
participation.
Rehousing in Scotland (SHARP study)
Impact of rehousing of tenants by housing associations in Scotland during the 2000s.
Kearns 201143 Impact of on mental health 2 years
after rehousing.
Longitudinal study. Medium (low response rates).  Respondents in the intervention group but not
the control group reported improved housing
and neighbourhood conditions following the
intervention.
 Mental health improved more in the control
group than in the intervention group with
single-adult households doing least well.
(continued on next page)
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Table 3 e (continued )
Reference Scope of paper Study type Study quality Findings
Petticrew 200942 Impact of rehousing on self-rated
health, housing and
neighbourhood conditions after 1
year.
Longitudinal study. Medium (low response rates).  Self-rated health was unchanged after 1 year.
 Reported housing and neighbourhood condi-
tions improved following the intervention.
Others
Walsh 200760 Examination of routine health and
social data in three of the four
Scottish regeneration areas
(Whitfield, Ferguslie Park and
Castlemilk; excluding Wester
Hailes because of a lack of data)
compared with Scottish trends
from the early 1980s to around
2000.
Ecological study. Low (repeat cross-sectional
study, and results not
expressed as a difference to the
Scottish trends for matched
deprivation status).
 Unemployment fell across all regeneration
areas with the gap to Scotland overall slightly
narrowing over time.
 Health indicators did not change consistently
in the regeneration areas compared with the
rest of Scotland.
 The exception was improvements across
health indicators in Whitfield (Dundee), but
that seems to have been associated with
marked demolition and gentrification.
Thomson 200744 Impact on self-rated health 1 year
after a move from demolished
damp council housing to new-build
housing association properties in
West Dunbartonshire.
Longitudinal study. Medium (55% and 45% response
rates in the intervention and
control households
respectively, attrition not
clearly reported).
 Small and imprecise improvements in self-
rated health were similarly observed in the
intervention and control households.
 Rents increased in a small sub-sample by a
mean of £5.34 more in intervention households
and fuel bills were also reported to have
increased in both groups.
Ilan 201163 Impact of community partnership
approaches within a deprived
community in Dublin.
Ethnography. Medium (insufficient
methodological detail
provided).
 Community involvement in regeneration
through a partnership working arrangement
had limited success because of competing in-
terests across community factions and class
divisions.
Carlisle 201062 Impact of partnership working in a
(deprived) Social Inclusion
Partnership (SIP) area in Scotland
in the early 2000s.
Ethnography. High.  Partnership working and community engage-
ment were not achieved because of conflicting
aims, rivalry and suspicion between organisa-
tions (particularly towards the community
representatives), and perceived competition for
resources between areas.
Huxley 200445 and Thomas
200546
Impact on mental health of the
Single Regeneration Budget in
South Manchester (£2 million of
investment). Other changes, such
as housing stock transfer from
council to housing trust also
occurred at this time.
Longitudinal survey. Medium (17e18% response rate
at baseline and 35% attrition).
 There was no difference in changes in mental
health between the intervention and control
populations after 22 months.
Jalaludin 201247 Impact on self-rated health of an
urban renewal programme
involving housing refurbishment,
improvements to the physical
environment, external
maintenance, community
Longitudinal study. Low (no comparison group nor
was attrition reported, but high
response rates).
 No change in self-rated health was identified
but the perception of the area improved.
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engagement, employment training
and the creation of a community
space in deprived area of Sydney.
Kleinhans 201461 Impact on older working-age
adults of a regeneration
programme involving the
demolition of 5000 social houses,
replacement with more expensive
housing for rent and sale and
selling of 1500 social houses in
Rotterdam, 1999e2014. The
programme also involved the
creation of neighbourhood houses
and an influential senior citizens
group (providing mutual aid and
advising planning decisions).
Longitudinal study with
repeat cross-sectional
element.
Low (no comparison group, low
response rate [25%], high
attrition [75%]).
 Seventy-five percent of residents at the start of
the intervention were not present by the end of
the study period suggesting substantial popu-
lation change.
 Two thirds of respondents report that they did
not benefit from regeneration and more re-
ported that the neighbourhood had declined
than those who reported that it had improved.
 There were some reported declines in social
support following the intervention.
Kramer 201667 Impact of the Meeting for Care and
Nuisance (MCN) intervention on
neighbour nuisance and safety in
Arnhem.
Realistic evaluation
involving a documentary
review, qualitative data
collection and analysis of
routine survey data.
Low (response rates in the
routine surveys were c.27%,
and were repeat cross-
sectional; insufficient
methodological detail was
provided on the qualitative
aspects).
 The impact of the programme is not clearly
described but there is a clearly developed the-
ory for how it may work.
Tudor Edwards 201656 Impact of housing refurbishment
(with a mean investment of £3725
per house, focussed on energy
efficient boilers and double glazing)
on self-rated health in Sunderland
as part of the Warm Homes for
Health project.
Repeat cross-sectional
study
Low (no comparison group, no
response or attrition rates
reported).
 Respondents reported increased improved self-
rated health, including mental health.
 The use of healthcare services reduced sub-
stantially following the intervention.
 Fewer residents left rooms unheated following
the intervention and energy bills were reported
to be lower.
Jackson 201152 Impact of the Healthy Housing
Programme (involving housing
improvements, rehousing and
health and social service
assessments) on acute
hospitalisations in South
Auckland.
Longitudinal study. Low (an assumption was made
about continuing residency; no
external comparison group, no
response rates provided).
 Hospital admissions fell substantially in those
aged under 34 years, but may have increased
for those aged 35 years, following the inter-
vention (after accounting for the ageing of the
population).
Heyman 201157 Impact of an energy efficiency
package (with a mean investment
of £727 per house, focussed on
insulation, heating controls and
central heating) in north-east
England on heat and self-rated
health.
Randomised cross-over trial Medium (attrition led to
differences between the
intervention and control groups
emerging [controls received the
intervention a year laterdthe
attrition rate was 40% over 4
years; analysis was not on an
‘intention to treat’ basis but a
‘per-protocol’ basis with a very
small percentage of the initially
contacted households included
in the study]).
 Householders in receipt of the intervention
increased the heat of their homes rather than
reduce their energy bills following the
intervention.
 There was no improvement in self-rated health
following the intervention.
 Only a small proportion of the potentially
eligible population was recruited to the study.
(continued on next page)
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p u b l i c h e a l t h 1 4 8 ( 2 0 1 7 ) 6 9e8 782that areas which focussed on improving the physical envi-
ronment may have mitigated against declines in self-rated
health,37,38 and that there may have been some small im-
provements in mental health amongst women and in the
areas with the most intensive interventions (although this
was against a background of unstable mental health trends in
the intervention and control areas).39
The evaluations of the Neighbourhood Renewal strategy in
Victoria, Australia, were similarly of low quality. Self-rated
health did not change in association with the intervention
but there were mixed results on perceived participation.40,41
Rehousing of tenants by housing associations in Scotland
during the 2000s was evaluated, but self-rated health was
unchanged after a year and mental health improved more
amongst controls, despite reported improvements in housing
and neighbourhood conditions in the intervention group.42,43
This evidence is similar to that from another rehousing
intervention in Scotland where changes in self-rated health
were no different in intervention areas compared with con-
trols.44 Some other specific regeneration programmes (the
Single Regeneration Budget in Manchester45,46 and urban
renewal in Sydney47) were not associatedwith changes in self-
rated health outcomes.
Mixed-tenure housing
Despite there being few quality evaluations, the reviews of the
impact of regeneration programmes which aimed to create
mixed-tenure housing areas suggested that achievement of
positive impacts (particularly on social relations) could be
maximised by the provision of shared facilities across tenures
(e.g. schools, public venues, courtyards).48,49 However, the
overall impact of mixed-tenure housing remains un-
known.48,49 There is some evidence for positive impacts for
people of low socio-economic status moving from more- to
less-deprived communities.23,50
Housing-specific interventions
More tentatively (because the approaches to critical appraisal
were not described in the review and so the strength of the
evidence cannot be ascertained), it was suggested that a range
of very specific housing interventions (e.g. pest control, miti-
gating radon exposure, installation of smoke alarms, fencing
of swimming pools, safe temperature water heaters and a
rental voucher scheme) were effective means of improving
health outcomes specific to each intervention.50
Improving the energy efficiency of housing seems to have
consistent small positive effects on health (especially for
those on low incomes and for those with specific health
conditions and using objective measures of health).21,51e53,54
Notably, it seems that improved energy efficiency measures
tend to result in people choosing to increase the thermal
comfort of their housing rather than reducing their fuel bills
and carbon emissions.55e57
There is little evidence on the impact of changing hous-
ing tenure on health23 and it is suggested (from a low-
quality review) that housing refurbishment rather than
housing demolition and movement of residents carries
fewer risks (of disrupted social networks) and similar
p u b l i c h e a l t h 1 4 8 ( 2 0 1 7 ) 6 9e8 7 83benefits.55,56 This may fit with findings from Glasgow of a
relative decline in self-rated health in a housing-led regen-
eration programme focussing mostly on people who had
been rehoused,32 and findings from rehousing programmes
across Scotland.42e44 Rehousing can also be associated with
a relative increase in housing costs.44 A lack of social
housing, high housing costs and poor housing quality are all
suggested as important barriers to improved health and
reduced health inequalities.58
Employment and business support
There were few studies identified in this area, and those that
were, were of low quality. It was suggested that much of the
employment created through regeneration initiatives is paid
low and goes to non-residents of intervention areas.59 Supply-
side (employability) interventions tended to dominate
regeneration-led approaches to increasing employment59 and
thesehadmixed impactsbutweregenerally poorlyevaluated.51
Business support measures were commonly identified as
part of regeneration activities but were not well evaluated.51
Despite this, there is some evidence that unemployment fell
slightly more quickly in regeneration areas in Scotland during
the 1980s and 1990s than the national trends, although
compositional changemay have been responsible (as the data
were cross-sectional).60
Gentrification (compositional change in the population)
There is evidence that some regeneration initiatives result in
substantial gentrification (the movement of people of lower
socio-economic status out of the area as a result of de-
molitions or increased costs [e.g. higher rents] and the inward
movement of people of higher socio-economic status) as a
result of regeneration activities.27,59,60,61
Although this can be an explicit or implicit objective of
some regeneration programmes (particularly if increasing the
diversity of housing tenures is part of the intervention), it does
mean that there has to be clarity over the population of in-
terest in assessing the impact of regeneration initiatives (i.e.
whether it is the original resident population or the newly
resident population).
Other impacts
Transport investments were noted to have mixed impacts in
low-quality reviews,51,59 but improvements of the physical
environment (particularly around rivers and canals) seemed
more frequently to have been evaluated positively.51 Diffi-
culties arising from partnership working as part of regenera-
tion activities emerged from the literature. The risks to
existing community organisations and the creation of
factionalism within communities seem to be real and may
have undermined some of the regeneration programmes.62,63Methodological findings
It is notable that few studies found changes in self-rated
health, but studies considering objective measures of healthwere more likely to have reported positive changes.52,54,57
There are a number of possible explanations: that self-rated
health is an insensitive measure with which to measure
real changes in health outcomes; that the impact of the in-
terventions was not sufficient to improve self-rated health
given that it will be determined by the holistic experience of
the socio-economic environment of individuals and the in-
terventions did not sufficiently address all of these de-
terminants or that the time between the intervention and the
measurement of the outcome was insufficient to realistically
expect change (although the changes observed in other
health measures over similar time frames might suggest that
this is unlikely).
It is important to consider the populations of interest in the
evaluation of regeneration and area-based initiatives. The
population residentwithin an area at the beginning, nomatter
whether they stay or move outside the area over the course of
the intervention, remain of interest if the impacts of gentrifi-
cation are to be measured and the compositional changes to
communities be accounted for. It is also the case that char-
acteristics of the incoming population are of interest and this
was rarely measured directly.
Four important limitations were common amongst the
available quantitative studies: low response rates at baseline;
attrition during the follow-up period; a lack of a suitable
comparison group to account for secular trends; and the use of
repeat cross-sectional studies which could not identify pop-
ulation movements.Discussion
Main results
The evidence around the impacts of regeneration activities on
health, health inequalities and the socio-economic de-
terminants of health was not of sufficient quality, nor were
the interventions sufficiently similar across different con-
texts, to be able to draw out clear and certain lessons for de-
cision makers. However, there were a number of aspects in
which there do seem to be emerging findings that were sup-
ported by higher quality studies and/or which were seen
across studies.
In relation to housing-led regeneration programmes, there
was consistent evidence across studies of varying quality that
housing refurbishment was likely to lead to small improve-
ments in health. This was most clearly seen in objective
measures of health (e.g. hospital admissions or using clinical
health scales) rather than self-rated healthmeasures. Positive
impacts were alsomore clearly evidenced amongst those with
existing health problems and amongst lower income groups.
Rehousing programmes seem to be less consistently associ-
ated with positive health outcomes and this may be related to
the mixed consequences for social networks, and the poten-
tial for increased rents, that were associated with people
moving house.
There was insufficient evidence about the impacts of
mixed-tenure approaches except that shared spaces (e.g.
shared courtyards, schools and community halls) were
essential components if social mixing was to be facilitated.
p u b l i c h e a l t h 1 4 8 ( 2 0 1 7 ) 6 9e8 784Changes in the social composition of communities (gentrifi-
cation and residualisation) was a common outcome of
regeneration programmes and one which may have been a
desired outcome (e.g. through the creation of mixed-tenure
neighbourhoods) or an unintended consequence (e.g.
through increased housing rents). Future evaluations of
regeneration programmes would be more informative if they
captured the impacts for all populations affected (including
those who move in or out of affected areas). The specific
impact of regeneration activities on housing affordability did
not emerge from the literature we identified, but this seems
likely to be an important mechanism leading to gentrification.
There was consistent low-quality evidence that improving
the energy efficiency of housing leads to people increasing
domestic temperatures rather than reducing their fuel con-
sumption and bills. As noted above, housing refurbishment
(including that to increase energy efficiency) was associated
with consistent small improvement in a variety of health
outcomes, but it does not seem likely that this alone would
reduce fuel poverty or carbon emissions given the observed
behavioural responses. There was also some evidence to
support specific measures to control pests, mitigate radon
exposure, wire in smoke alarms and install safe water tem-
perature boilers.
The partnership approaches frequently adopted as part of
regeneration activities were proved problematic in the few
areas where this was studied, as it seemed to create tensions
between organisations which were not easily resolved. The
degree to which this is due to the particular approaches taken
in those areas or something inherent about the impact of
agencies engaging with each other and with community or-
ganisations in the context of regeneration programmes is un-
clear. There was an absence of evidence identified in this
review around the dominant approaches to employment
(supply-side employability initiatives) and on other compo-
nents of regeneration initiatives (e.g. transport infrastructure).
Strengths and weaknesses
The review uses an explicit and reproducible search strategy,
inclusion and exclusion criteria and critical appraisal and
reporting formatsdall of which is likely to have reduced se-
lection and reporting bias in the review. However, dual re-
view could not be resourced and there is, therefore, the
possibility of error or reviewer bias. This review covers
multiple subject areas superficially and the search strategy
adopted is likely to have missed important and relevant pa-
pers for the research questions. For example, there is a sub-
stantial research literature on partnership approaches in
general, and partnership working in regeneration pro-
grammes specifically, which were not identified in the search
and therefore not included. Few studies were identified from
outside of Europe, possibly reflecting the limitations of the
search terminology used.
The review was also limited by the quality of evidence
available for synthesis. Few studies achieved a comprehen-
sive and high-quality evaluation of impact of regeneration,
with even the better-designed studies suffering substantial
limitations such as low response rates, substantial attrition
and/or limited measurement of outcomes.69The repeat cross-sectional studies were prone to selection
and gentrification effects (which are likely to overestimate the
positive impacts of regeneration). Many studies also had a
short follow-up time from the interventions which would
reduce the likelihood of changes in relevant outcomes.
Most of the studies identified evaluate the impact of
regeneration initiatives from the UK in the last 35 years (partly
because of the language limitations made on the search). As
such, the evidence has been drawn from rather narrow ideo-
logical and policy approaches to regeneration. In relation to
housing, there has been some housing refurbishment but
usually tied to substantial demolition and new-build by
housing associations or the private sector. Labour market in-
terventions were largely supply-side focused with attempts to
increase the skills and ‘work-readiness’ of the working-age
population, although there were some attempts to stimulate
demand through reduced business taxes, support for business
start-ups and the provision of premises for business within
regeneration areas.
How it fits with the rest of the literature
The importance to the health of the socio-economic envi-
ronment, including the availability, affordability and quality
of housing, transport, the physical environment, employ-
ment, the social fabric of communities, and public services, is
not in doubt (reflecting the World Health Organisation's rec-
ommended ‘Health in All Policies’ approach).70
Increasing the availability of high-quality work has a
particularly strong evidence base in relation to the positive
impact that it has on population health.7 However, many of
the recent supply-side interventions focussing on the
‘employability’ of people claiming benefits have had little or
no impact on increasing employment.71e75 Adams and
Thomas, having reviewed the evidence of active labour mar-
ket policies in Scotland, concluded that:
‘Scotland experienced numerous active labour market
policies and a veritable industry of labour market ‘initiatives’;
yet in every single case they have been supply-side induced,
and in every single case we conclude that they have failed.
The national fall in unemployment levels has clearly been a
function of the improvedmacroeconomic situation since 1997
while the spatial inequalities have been effectively main-
tained’ (pp.38e39).76
In addition to the limited impact at a population level,
there is also evidence that the design and implementation of
these interventions may reinforce inequalities, in several
ways. Cost-pressures and payment by results may create
systematic incentives for providers to give most help to those
closest to the labour market (‘creaming’), while committing
less time and money to those who are judged to have weaker
prospects (‘parking’).77,78 Even where creaming and parking is
absent, the ‘work first’ focus of these programmesmeans that
limited attention is given to issues such as caring re-
sponsibilities or health problems, increasing the risk that
where participants with these characteristics secure work, it
is more likely to be unsustainable and fail to reduce the risk of
household poverty.79,80
However, the impact of regeneration activities is much
more complex and although there is great potential for it to
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not currently well evidenced as having occurred within the
recent context. The potential impacts of different forms of
regeneration and the variety of pathways and mechanisms
that are likely to operate have been comprehensively
detailed.23,51,58,59,64e66 These are useful resources for the
design and implementation of future evaluations of regener-
ation programmes and there is clearly an ongoing need for
high-quality evaluations to be undertaken.
Implications
It cannot be assumed that regeneration activities will improve
health or reduce health inequalities simply because they aim
to address the aspects of the social determinants of health.81
However, there is great potential for them to have substan-
tial impacts, both positive and negative. Implementing future
regeneration programmes in the context of a robust evalua-
tion framework (including the use of comparison groups,
capturing a range of outcomes for all the affected populations
over time [i.e. longitudinal studies], and investigating poten-
tial negative impacts) is therefore important.
This review provides some evidence on some aspects of
regeneration which are more or less likely to have positive
impacts and could be used as one consideration in prioritising
and designing regeneration activities and evaluation ap-
proaches. For example, where regeneration involves sub-
stantial population movement it seems less likely to achieve
positive results.
More generally, there was a limited amount of critical
assessment of the impact on regeneration outcomes of the
wider policy context within which regeneration policy has
been framed over the past three and half decades. Across this
period, regeneration projects which have sought to ameliorate
or to reverse economic, social and physical declines have done
so in a context in which wider policies have been intensifying
many of those problemsdfor example, through increasing
and spatially concentrating poverty, fostering dein-
dustrialisation, deprioritising need as the basis for resource
allocation, promoting ‘labour flexibility’ and residualising so-
cial housing. Indeed, regeneration policies have themselves
often been vehicles for promoting such policies.3
Thismay go some of theway towards explainingwhy, after
so many years and so much investment in activities which
one would expect to have brought about tangible improve-
ments in somany places, the evidence for the socio-economic
and health benefits of regeneration policies is as limited as we
have found it to be. An implication of this is that place-based
‘regeneration’ initiatives which were cast within a different
wider policy context might well prove to be different in their
outcomes.
Conclusions
The evidence base on the impacts of regeneration is generally
not high quality and is prone to bias. However, regeneration is
theorised to be an important means of improving the socio-
economic determinants of health. Housing refurbishment
(generally, and for specific improvements) seems likely to lead
to small improvements in health, whereas rehousing andmixed-tenure approaches have less clear impacts. Changes in
the social composition of communities (gentrification) are a
common outcome of regeneration, and some partnership ap-
proaches to regeneration have been shown to have caused
difficulties within existing community organisations. Future
regenerationprogrammes should, therefore, be cautious about
pursuing approaches that focus on rehousing populations;
activities which may exacerbate gentrification or residualisa-
tion and should be very wary of destabilising community or-
ganisations. Supply-side employment policies are unlikely to
be effective at increasing employment. Robust evaluation
should be built into future programmes so that a greater un-
derstanding of how best to improve the socio-economic envi-
ronment through local areaebased initiatives is gained.Author statement
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